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This form is a one-time authorization for disclosure of identifying education record information for school-based medicaid reimbursement for special education evaluations, assessments, and health-related services.
34 CFR 300.154(d)(2)(iv)(A)-(B) requires the District to obtain a one-time parental consent to access public benefits or insurance as such access requires the sharing of identifiable information from the student's education record pursuant to the Family Educational Rights and Privacy Act (FERPA). 
I authorize 
to share all necessary identifying information
from my child's education record to
access federal Medicaid reimbursement for
when conducting evaluations
and assessments
to determine Special Education eligibility and if found
eligible for Special Education, provide for the health-related services
identified on
's
IEP .
The School District has provided me with a copy of “IDEA Part B Written Notification Regarding Use of Public Benefits or Insurance.” I understand that at any time I can withdraw my consent in writing to share identifying information from my child's education record to access federal Medicaid reimbursement.
I understand that this consent is not transferable to a different school district.
I give permission to the school district to release and obtain confidential student information with my student's primary care physician.
I do not give permission to the school district to release and obtain confidential student information with my student's primary care physician.
I understand that my refusal to allow the district to submit the billing for related services to Medicaid precludes the School District from accessing my child's Medicaid benefit and that my denial of permission for such disclosure of information from my child's education record will not impact my child's access to a Free and Appropriate Public Education and/or required health-related services. 
Parent, Personal Representative, or Adult Student's Signature
Date
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